


June 26, 1998 / Vol. 47 / No. 24 


™ 493 Primary and Secondary Syphilis — 

United States, 1997 

497 State-Specific Pregnancy Rates 
Among Adolescents — 
United States, 1992-1995 

504 Progress Toward Poliomyelitis 
Eradication — Europe and Central 
Asian Republics, 1997—-May 1998 


MORBIDITY AND MORTALITY WEEKLY REPORT 








Primary and Secondary Syphilis — United States, 1997 


Syphilis is an acute and chronic sexually transmitted disease (STD) caused by in- 
fection with Treponema pallidum. The disease is characterized by skin and mucous 
membrane lesions in the acute phase (primary and secondary [P&S] syphilis) and le- 
sions of the bone, viscera, and cardiovascular and neurologic systems in the chronic 
phase. Because syphilis enhances transmission of human immunodeficiency virus 
(HIV), prevention of syphilis is important for controlling HIV (7). During 1986-1990, an 
epidemic of syphilis occurred throughout the United States (2). Syphilis rates began 
to decline in 1991 and have declined each year since that time. To determine whether 
this decline is reflected in changes in the epidemiology of syphilis, CDC analyzed noti- 
fiable disease surveillance data for 1997. This report summarizes the findings of the 
analysis, which indicate that reported P&S syphilis cases declined 84% from 1990 to 
1997, that syphilis remains substantially more common in non-Hispanic blacks than in 
other racial/ethnic groups, and that it continues to be concentrated in the Southern 
region of the United States. 

Summary data for syphilis cases reported to state health departments for 1997 
were sent quarterly and annually to CDC. Data from states included the total number 
of syphilis cases by county, sex, stage of disease, racial/ethnic group, and 5-year age 
group. Data on reported cases of syphilis in the P&S stages were analyzed for this 
report because those cases best represent incident cases (i.e., newly acquired infec- 
tions within the evaluated time period). P&S syphilis rates were calculated per 100,000 
persons using population denominators from the Bureau of Census (2). 

In 1997, the incidence of P&S syphilis in the United States was 3.2 per 100,000 
population (Figure 1). Rates of P&S syphilis were higher in the South (6.6 per 100,000 
population) than in the Midwest (2.0), Northeast (1.1), and West (1.0).* The South is 
the only region that has not achieved the revised national health objective for 
2000 (HP2000) of four cases per 100,000 population (objective 19.3) (2). In 1997, a total 
of 41 (82%) states had P&S syphilis rates below the HP2000 objective, and 21 states 


* Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Penn- 
sylvania, Rhode Island, and Vermont; Midwestzlllinois, Indiana, lowa, Kansas, Michigan, Min- 
nesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; 
South=Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisi- 
ana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, 
Virginia, and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Mon- 
tana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming. 
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Primary and Secondary Syphilis — Continued 
FIGURE 1. Primary and secondary syphilis rates*, by year — United States, 1970-1997 
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(42%) reported 10 or fewer cases of P&S syphilis (Table 1). Montana, New Hampshire, 
North Dakota, Vermont, and Wyoming reported zero cases of P&S syphilis. No cases 
of P&S syphilis were reported in 1997 from 2324 (75%) of 3115 counties. Rates of P&S 
syphilis were below the HP2000 objective in 2698 (86%) counties. A total of 31 (1.0%) 
counties accounted for 50% of P&S syphilis cases, and 186 (6%) counties accounted 
for 85% of all reported P&S syphilis cases (Figure 2). 

P&S syphilis rates for blacks remained substantially higher than those for non- 
Hispanic whites and Hispanics. In 1997, the P&S syphilis rate for blacks was 22.0 per 
100,000, compared with 1.6 for Hispanics and 0.5 for non-Hispanic whites. The overall 
male-to-female P&S syphilis rate ratio was 1.2; this rate ratio was higher for Hispanics 
(2.1) than for blacks (1.3) and non-Hispanic whites (1.2). P&S syphilis rates were high- 
est for Hispanic women aged 15-19 years (2.7), for black women aged 20-24 years 
(47.9), and for non-Hispanic white women aged 25-39 years (1.2). P&S syphilis rates 
were highest for Hispanic men aged 25-29 years (5.5) and for black and non- Hispanic 
white men aged 35-39 years (50.6 and 1.2, respectively). 

From 1990 to 1997, P&S syphilis rates declined 84% in the United States, in all re- 
gions (95% in the Northeast, 91% in the West, 80% in the South, and 73% in the Mid- 
west), and in all but two states (Indiana and Kentucky). Rates in Indiana and Kentucky 
peaked in 1993 and have declined steadily since that time. Rates of P&S syphilis were 
below the revised HP2000 objective in 86% of all counties in 1997, compared with 69% 
in 1990. 

P&S syphilis rates have declined for all racial/ethnic groups; the largest decline oc- 
curred among Hispanics (90%) followed by blacks (85%) and non-Hispanic whites 
(81%). The P&S syphilis male-to-female rate ratio has remained stable for all races. 


Reported by: Div of Sexually Transmitted Diseases Prevention, National Center for HIV, STD, 
and TB Prevention, CDC. 
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TABLE 1. Reported primary and secondary syphilis rates*, by state and sex — United 
States, 1997 





State Male Female Total | State Male Female Total 


Alabama 9.6 Nebraska 
Alaska ‘ Nevada 

Arizona New Hampshire 
Arkansas New Jersey 
California New Mexico 
Colorado New York 
Connecticut North Carolina 
Delaware North Dakota 
Florida Ohio 

Georgia Oklahoma 
Hawaii Oregon 

Idaho Pennsylvania 
Iinois Rhode Island 
Indiana South Carolina 
lowa South Dakota 
Kansas Tennessee 
Kentucky Texas 
Louisiana Utah 

Maine Vermont 
Maryland Virginia 
Massachusetts Washington 
Michigan West Virginia 
Minnesota Wisconsin 
Mississippi Wyoming 
Missouri 
Montana Total 


* Per 100,000 population. 
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Editorial Note: The findings in this report document substantial progress in the control 
and prevention of infectious syphilis in the United States. P&S syphilis is at its lowest 
level since reporting began in 1941. Although syphilis remains an endemic disease in 
parts of the South, rates in this region have declined 80% since 1990. The South has 
had the highest syphilis rates since the 1940s, in part because of limited access to 
health care in many parts of the South. Despite substantial declines in P&S syphilis in 
all racial/ethnic groups, syphilis continues to disproportionately affect blacks. Report- 
ing of syphilis has presumably been biased toward over-reporting of infections in per- 
sons of minority races/ethnicities who attend public STD clinics; the degree to which 
this bias influences disease rates across racial/ethnic groups is unknown. Reasons for 
these reported racial disparities require further investigation. 

At least four factors may have contributed to the recent decline in syphilis. First, 
after recognition of the epidemic in the mid-1980s, increased state and federal re- 
sources were invested in syphilis control programs (3). These resources were used 
for both traditional (e.g., partner notification and clinical services) and nontraditional 
(e.g., community-based screening and outreach and risk-reduction counseling) activi- 
ties (3). Second, since the mid-1980s, a variety of HIV prevention activities have been 
implemented throughout the United States. Although these activities probably con- 
tributed to declines in all STDs, it is unknown how these activities contributed to the 
prevention of specific bacterial STDs. Third, a decline in crack cocaine use (4) may 
have resulted in a decline in the incidence of syphilis. Use of crack cocaine and ex- 
change of sex for drugs were major contributors to the recent syphilis epidemic (5). 
Finally, the presence of acquired immunity in the population at risk following the epi- 
demic may have contributed to the decline (6,7 ). 
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FIGURE 2. Counties with primary and secondary syphilis rates above or at the national 
health objective for 2000 of four cases per 100,000 population — United States, 1997 
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A concerted effort while rates are low and disease is focal could contribute to the 
possible elimination of domestic transmission of syphilis in the United States (8). In 
1996, the Council of State and Territorial Epidemiologists proposed that syphilis sur- 
veillance systems be evaluated and strengthened, that treatment and prevention 
efforts be enhanced in areas of substantial ongoing transmission, that a national 
workgroup be convened to evaluate the possibility of elimination of domestic syphilis 
transmission, and that ongoing support for syphilis control be maintained or 
enhanced until domestic syphilis is eliminated. A recent Institute of Medicine report 
on STDs in the United States suggests that STD surveillance systems use new infor- 
mation technology, be accurate and timely enough to identify national and local 
trends in STD incidence, and provide the data necessary to direct local activities (9). 
CDC is working toward improving syphilis surveillance on a national level by encour- 
aging state and local health departments to discontinue aggregate syphilis reporting 
and to collect, analyze, take action on, and report line-listed case reports of syphilis 
electronically to CDC. These line-listed data will provide an opportunity to analyze 
case reports at the county level by a variety of demographic characteristics and other 
potential risk factors for STD. 

Syphilis is increasingly manifested as an epidemic rather than an endemic disease 
in the United States; focal outbreaks are still occurring (5). Optimal combinations 
of several different prevention and control strategies may be useful for areas with 
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different levels of morbidity (i.e., to prevent importation into those areas without 
disease and to intensify detection and control in those areas with substantial morbid- 
ity). Several state and local health departments have developed enhanced syphilis 
control and elimination plans (e.g., California, Florida, Massachusetts, and San Diego 
County). Components of such a plan could include an evaluation and enhancement of 
the surveillance system, a review of the epidemiology of syphilis in the local area and 
development of targeted interventions if applicable, and enhancement of screening 
for syphilis in high-risk populations (e.g., correctional and drug-treatment facilities 
and emergency departments). 
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State-Specific Pregnancy Rates Among Adolescents — 
United States, 1992-1995 


In the United States during 1985-1990, the pregnancy rate for persons aged 15- 
19 years increased 9% (7). From 1991 to 1992, however, the rate declined substantially 
in 31 of the 42 states* for which data were available (2); from 1992 through 1995, the 
birth rate declined steadily (3), and state-specific abortion rates decreased annually 
(4,5). This report presents estimated state-specific pregnancy rates for 1992-1995" for 
adolescents aged <19 years by age and race and the percentage change in state-spe- 
cific pregnancy rates for persons aged 15-19 years for 1992 to 1995. The findings indi- 
cate a downward trend in pregnancy rates for persons aged 15-19 years during 
1992-1995 for all 43 states for which data were available. 

Number of pregnancies was estimated as the sum of live births, legal induced abor- 
tions, and estimated fetal losses (i.e., spontaneous abortions and stillbirths) among 


*The word “state” in this report includes the District of Columbia except where explicitly noted. 

tState-specific adolescent pregnancy rates for 1992 were previously reported by CDC (2). Data 
for 1992 are reported here because of the inclusion, for the first time, of estimated fetal losses 
in the calculation of pregnancy rate. Adolescent pregnancy rates published by CDC before this 
report should not be used together with those reported here in time series analyses because 
of this change in methods. 
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adolescents aged <19 years. Data about live-born infants were obtained from birth 
certificates and were reported by the mother’s state of residence. Because abortion 
data by residence were not available for all states, abortions were reported by state of 
occurrence.’ Estimates of fetal loss were based on sample survey data of women 
aged 15-44 years from the 1988 and 1995 National Survey of Family Growth (NSFG). 
A national estimate of fetal loss for all adolescents aged 15-19 years was derived from 
NSFG data and was used to create annual estimates of fetal losses based on the num- 
ber of live births and legal induced abortions in a given year (CDC, unpublished data, 
1998). Denominators were obtained from postcensal population estimates provided 
by the Bureau of the Census (6). 

Rates were calculated as the number of pregnancies per 1000 females aged 15-17, 
18-19, or 15-19 years. Because most pregnancies (98% of live-born infants and 94% of 
legal induced abortions) among persons aged <15 years occur among those aged 13- 
14 years (CDC, unpublished data, 1995; 7), the number of persons aged 13-14 years 
was used as the denominator when the rate was calculated for the <15-year age 
group. Legal induced abortions for which mother’s age or race was unknown were 
included in categories based on the distribution of mothers with known age or race. 
Changes in pregnancy rates for persons aged 15-19 years from 1992 to 1995 were 
tested for statistical significance at p<0.05. 

Although abortion totals were available for all states, age-specific data were only 
available from 43 states for 1992-1995; abortion data stratified by age and race were 
available from 37 states for 1992-1995. Because adequate age and Hispanic ethnicity 
data for women who had abortions were available for only 19 states in 1992, 21 states 
in 1993 and 1995, and 22 states in 1994, pregnancy rates by ethnicity are not included. 

Pregnancy rates for persons aged 15-19 years ranged from 63.3 (Wyoming) to 
126.0 (Georgia) in 19921; from 62.0 (Minnesota) to 122.0 (Georgia) in 1993; from 
57.1 (North Dakota) to 119.0 (Texas) in 1994; and from 56.3 (North Dakota) to 
117.1 (Nevada) in 1995 (Table 1). In each year, the rate was highest for persons aged 
18-19 years and lowest for those aged <15 years. During 1992-1995, the pregnancy 
rate for persons aged 15-19 years decreased in each of the 43 states for which age- 
specific data were available. Declines ranged from 2.8% (Arkansas) to 20.1% (Ver- 
mont); all but one of these decreases were statistically significant. 

Rates declined for persons aged 18-19 years in all 42 reporting states from 1992 to 
1995. However, pregnancy rates increased for those aged <15 years in nine of 
40 states for which data were available and for those aged 15-17 years in two of 
42 states. Rates for persons aged 15-19 years were, in most cases, higher for blacks 
than for whites among states for which data were available (Table 2). However, in 24 of 
the 26 states for which data were available, the decline in pregnancy rate for blacks 
was greater than for whites from 1992 to 1995. 

From 1992 to 1995, abortion and birth rates declined for persons aged 15-19 years. 
Of 43 states for which data were available, 40 reported a decreased adolescent 


5For 47 reporting areas during 1992-1994 and for 48 areas in 1995, the number and charac- 
teristics of persons who obtained legal induced abortions were provided by the central health 
agency (state health departments and the health departments of New York City and the District 
of Columbia). For five areas during 1992-1994 and for four areas during 1995, data about the 
number of abortions were provided by hospitals and other medical facilities. 

1District of Columbia is not included in these comparisons because its pregnancy rates were 
higher than for any state, in part because of large numbers of abortions among nonresidents. 
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abortion rate (CDC, unpublished data, 1992, 1995), and birth rates declined in 50 of 
51 states (2,3). Relative decreases in abortion rates generally exceeded declines in 
birth rates. 

Reported by: Behavioral Epidemiology and Demographic Research Br and Statistics and Com- 
puter Resources Br, Div of Reproductive Health, National Center for Chronic Disease Prevention 
and Health Promotion, CDC. 

Editorial Note: The findings in this report indicate a downward trend in adolescent 
pregnancy rates during the first half of the 1990s. Adolescent pregnancy rates 
declined in states with high and with low rates, suggesting the potential for all states 
to achieve lower adolescent pregnancy rates. 

The estimation of adolescent pregnancy rates was limited by the lack of age- 
specific data for eight states and adequate race-specific abortion data for 17 states. 
The lack of age-specific abortion data by ethnicity in most states also limited this 
analysis because the ethnic composition of state populations is an important determi- 
nant of state variations in pregnancy rates. 

Legal induced abortions reported to CDC may undercount the true number of abor- 
tions. Use of abortion data by state of occurrence rather than by state of residence 
may have overestimated the abortion rate in states with large metropolitan areas that 
might draw from adjoining states, such as New York City and the District of Columbia. 
Estimates of fetal loss are subject to underreporting, especially because of unrecog- 
nized early fetal losses; fetal loss estimates are based on small numbers of adolescent 
pregnancies. Therefore, pregnancy totals based on births, legal induced abortions re- 
ported to CDC, and fetal loss estimates may underestimate the actual pregnancy rate. 
However, underreporting probably remains relatively constant from year to year and 
is unlikely to affect the trends in this report substantially. 

Sexual experience, sexual activity, and effective contraceptive use are important 
determinants of changes in pregnancy rates. After increasing in the 1980s, the esti- 
mated proportion of adolescent females aged 15-19 years who were sexually experi- 
enced (i.e., ever had sexual intercourse) and the percentage who were sexually active 
(i.e., had had sexual intercourse within 3 months of interview) stabilized from 1988 to 
1995 (8). The proportion of adolescents who reported having used contraception at 
first intercourse increased from 1988 to 1995 (3) but little change was found in the 
proportion of persons aged 15-19 years who reported using a contraceptive method 
within 1 month of interview (9). Among those who reported using a contraceptive 
method within 1 month of interview, use of oral contraceptives declined from 1988 to 
1995, and use of condoms and long-acting contraceptive methods increased. 

Sexual experience and contraceptive use may be influenced by motivation to avoid 
pregnancy, access to health-care services, income, education, and other factors. Sus- 
taining the downward trend in adolescent pregnancy will require solutions that ad- 
dress complex individual and community-level factors that can affect adolescents’ 
sexual and reproductive behavior. Programs designed to reduce adolescent preg- 
nancy that address an array of risk factors (e.g., socioeconomic disadvantage, poor 
educational and employment opportunities, or lack of social support) in addition to 
specific skills to postpone sexual experience and increase contraceptive use may be 
more effective in reducing adolescent pregnancy than programs focusing exclusively 
on changing sexual beliefs or behavior (10). Additional characteristics of effective 
programs are strong educational components, messages tailored to the needs of 
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different groups of adolescents, and youth development approaches that seek to 
strengthen self-esteem and planning for the future (70). 

In 1995, CDC funded 13 Community Coalition Partnership Programs for the Preven- 
tion of Teen Pregnancy to demonstrate how communities can mobilize resources in 
support of community-wide, sustainable efforts to prevent initial and repeat adoles- 
cent pregnancies. Rigorous evaluation of adolescent pregnancy prevention measures 
is an essential component of these community demonstration programs. The identifi- 
cation of effective strategies will assist state and local agencies in implementing suc- 
cessful approaches to continuing the downward trend in adolescent pregnancy. 
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Progress Toward Poliomyelitis Eradication — 
Europe and Central Asian Republics, 1997—May 1998 


In 1988, the World Health Assembly resolved to eradicate poliomyelitis globally by 
2000 (7). In 1995, the World Health Organization (WHO) European Region (EUR), com- 
prising 51 member states (including Israel and the Central Asian Republics), acceler- 
ated efforts toward polio eradication. Improvements in status have been reported 
previously (2-4). This report summarizes progress toward polio eradication during 
1997-—1998*, demonstrating that polio incidence has decreased to seven cases in 1997 
and two cases in 1998, and surveillance has improved substantially. 

Supplemental vaccination activities. Since 1995, National Immunization Days 
(NIDs)' were conducted in 18 contiguous countries of the WHO Eastern Mediterra- 
nean (eight countries: Afghanistan, Iran, Iraq, Jordan, Lebanon, Pakistan, Palestine, 


*The report contains data reported to EUR through May 30, 1998. Surveillance data for 1997 
have been updated (2). 
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and Syria) and European regions (10 countries: Armenia, Azerbaijan, Georgia, 
Kazakhstan, Kyrgyzstan, Russian Federation, Tajikistan, Turkey, Turkmenistan, and 
Uzbekistan) as part of Operation MECACAR (Eastern Mediterranean, Caucasus, and 
Central Asian Republics). Reported coverage levels were >95% in 1997 with two doses 
of oral poliovirus vaccine (OPV), similar to levels achieved during previous years (2). 
Beginning in the autumn of 1997 with “mopping-up” vaccination,’ coordinated activi- 
ties in countries of the two regions continued as “Operation MECACAR Plus”; NIDs 
were conducted in April and May 1998, but final results are not available. Additional 
coordinated NIDs and “mopping-up” vaccination will continue through 2000 in se- 
lected countries, depending on the quality and results of local acute flaccid paralysis 
(AFP) surveillance. 

Surveillance. AFP surveillance and virologic testing of stool specimens from AFP 
cases is a key strategy recommended by WHO for polio eradication. By 1998, a total of 
17 countries where polio is endemic or was recently endemic have established AFP 
surveillance; in addition, 18 countries where polio is not endemic also report AFP sur- 
veillance data (Table 1). From January 1997 through May 1998, three countries (Alba- 
nia, Belarus, and Kyrgyzstan) consistently achieved the minimum AFP reporting rate 
indicative of a sensitive surveillance system (at least one nonpolio AFP case per 
100,000 children aged <15 years annually); reported rates for the Russian Federation 
in 1997 and 1998 and for Ukraine in 1997 are difficult to interpret because of the inclu- 
sion of cases of isolated facial paralysis. In addition, 13 other countries are close to 
achieving or have provisionally achieved the minimum reporting rate in 1998. The 
overall rate of collection of two adequate stool samples! from persons with reported 
AFP cases increased to approximately 70% in 1997 and in 1998 (Table 1). During 1997- 
1998, few countries consistently achieved the WHO-recommended target of two ade- 
quate stool specimens collected from at least 80% of AFP cases. Beginning in 1998, a 
total of 29 of 35 countries are reporting case-based AFP surveillance data weekly to 
the WHO regional office. Completeness of reports received for weekly reporting is 
83%; for the six countries still reporting aggregate counts of AFP cases monthly, com- 
pleteness is 69%. 

EUR laboratory network. The EUR polio laboratory network consists of 35 labora- 
tories: 30 national laboratories, two subregional reference laboratories, and five re- 
gional reference laboratories (two of which are national laboratories) (5). WHO 
accreditation of national laboratories based on six objective criteria (5) is being imple- 
mented; 20 laboratories have received full accreditation. Four laboratories received 
provisional accreditation pending further experience or improvements in specific 
ereas. Based on the status of accreditation, of the 1596 AFP cases reported in 1997, a 
total of 448 (28%) stool specimens were processed for virus isolation in fully accred- 
ited laboratories. 


*Mass campaigns over a short period (days to weeks) in which two doses of OPV are admin- 
istered to all children in the target age group, regardless of previous vaccination history, with 
an interval of 4-6 weeks between doses. 

SFocal mass campaign in high-risk areas over a short period (days to weeks) in which two 
doses of OPV are administered during house-to-house visits to all children in the target age 
group, regardless of previous vaccination history, with an interval of 4-6 weeks between doses. 

Two stool specimens collected at an interval of at least 24 hours within 14 days of onset of 
paralysis. WHO recommends that 280% of patients with AFP have two adequate specimens 
collected (4). 
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TABLE 1. Number of reported cases of nonpolio acute flaccid paralysis (AFP), nonpolio 
AFP rate*, and percentage of persons with reported AFP with two stool specimens, 
by year and country — European Region (EUR), World Health Organization, 1997 and 
1998" 





1997 1998 





% of persons % of persons 
No. with AFP with No. with AFP with 
nonpolio Nonpolio two stool nonpolio Nonpolio two stool 
Country AFP cases AFP rate specimens! AFP cases AFP rate specimens! 





Albania 12 1.11 83% 
Armenia 1.45 93% 
Azerbaijan 1.08 77% 
Belarus 1.53 100% 
Bosnia and 

Herzegovina 0.20 100% 
Bulgaria 0.61 100% 
Croatia 0.32 67% 
Czech Republic 0.49 78% 
Estonia 1.03 33% 
Georgia 0.55 86% 
Greece" — _ 
Hungary** -- — 
Israel 1.02 18% 
Italy 0.65 36% 
Kazakhstan 0.69 60% 
Kyrgyzstan 1.39 63% 
Latvia 0 0 
Malta" 3.61 0 
Netherlands 0.35 0 
Poland 0.59 55% 
Portugal 0 0 
Republic of Moldova 0.68 88% 
Romania 0.89 100% 
Russian Federation 4.07 71% 
Slovak Republic 0.25 100% 
Slovenia 0 

0.46 100% 

Switzerland 1.18 7% 
Tajikistan 0.25 71% 
Former Yugoslav 

Republic of 

Macedonia 0.67 75% 1 0.39 100% 
Turkey 0.62 65% 98 1.07 50% 
Turkmenistan 0.56 56% 5 0.74 80% 
Ukraine 1.76 79% 23 0.64 87% 
Uzbekistan 14 0.15 86% 22 0.58 91% 
Federal Republic 

of Yugoslavia 14 0.62 64% 17 1.95 65% 


Total 1589 1.12 69% 586 1.83 70% 


*Per 100,000 children aged <15 years. The rate for 1998 is annualized 

*Data reported to EUR through May 30, 1998. 

5 Two stool specimens collected at an interval of at least 24 hours within 14 days of onset of paralysis and 
adequately shipped to the laboratory. 

TAFP surveillance began in early 1998. 

**AFP surveillance began in January 1998. 

" AFP surveillance began in July 1997. 

8 AFP surveillance began in autumn 1997. 


1.11 33% 
0.91 75% 
0.24 100% 
2.13 40% 
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1.16 100% 
1.28 38% 
0 

1.28 50% 
0.82 0 
0.77 75% 
0 

0.65 20% 
0.85 17% 
0.83 33% 
0.61 80% 
1.42 88% 
0 

2.85 100% 
0.50 0 
0.31 36% 
0 

1.82 56% 
1.67 81% 
4.08 92% 
0.40 0 

0 
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0.19 0 
0.20 100% 
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incidence of polio. From 1991 through 1996, the number of confirmed polio cases** 
reported annually in EUR ranged from 177 to 297; in 1997, only seven cases from two 
countries (Tajikistan and Turkey) were reported. Wild poliovirus type 1 was isolated in 
six cases in one southeastern province of Turkey during July-December 1997 (3). To 
date, Turkey has reported two cases of polio from an adjoining province; one case had 
onset of paralysis in January and the other in April 1998. All recent isolates of wild 
poliovirus type 1 in Turkey are related to a single Middle East genotype. Because of 
inadequate stool specimen collection from some AFP cases in which there was resid- 
ual paralysis, death, or loss to follow-up, 19 polio-compatible cases were reported in 
1997 from seven countries. 

Certification process. The European Regional Commission for the Certification of 
Poliomyelitis Eradication has begun reviewing comprehensive documentation on the 
vaccination and surveillance activities of EUR countries. All member countries have 
been asked to form national certification committees to objectively review country 
vaccination, laboratory, and epidemiologic surveillance data and submit relevant 
documentation to the regional commission. Documentation from the countries of 
Europe in which there has been an absence of reported cases for >8 years will be 
sought in 1998, followed by review for the other countries through 2000. 

Reported by: Communicable Diseases and Immunization Unit, World Health Organization 
Regional Office for Europe, Copenhagen, Denmark; Expanded Program on Immunization, Global 
Program for Vaccines and Immunization, World Health Organization, Geneva, Switzerland. Res- 
piratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center for 
Infectious Diseases; Vaccine Preventable Disease Eradication Div, National Immunization Pro- 
gram, CDC. 

Editorial Note: Polio transmission has been interrupted in most EUR countries where 
polio was previously endemic; this status is attributed to improvements in routine 
vaccination coverage and the successful implementation of NIDs through Operation 
MECACAR. In addition, surveillance activities in most EUR countries have improved. 
The quality of surveillance and laboratory performance in many areas of the region 
needs further improvement, particularly in all areas where polio was recently en- 
demic, to ensure that indigenous transmission has been interrupted and that any 
transmission secondary to imported poliovirus is promptly detected. 

WHO staff and consultants are assessing AFP surveillance systems and laboratory 
performance in 15 countries to determine how further improvements can be made; 
this is in anticipation of needing to provide definitive AFP and virologic surveillance 
data supporting the certification process. The incidence of facial paralysis has been 
unexpectedly high in some countries, possibly attributed to a high incidence of borre- 
liosis. Reporting of facial paralysis has obscured the sensitivity of some surveillance 
systems monitoring paralytic illnesses more consistent with clinical polio. With the 
collection of information about individual AFP cases, future monitoring of AFP surveil- 
lance will provide more homogeneous data across EUR. 

Southeastern areas of Turkey adjacent to Syria, Iran, and Iraq remain at high risk for 
wild poliovirus transmission; wild polioviruses have been isolated from AFP cases 
throughout 1997 in Iran and Iraq (4). Most areas of Tajikistan, Turkmenistan, and 


** A confirmed case of polio is defined under the virologic scheme of classification as AFP 
with laboratory-confirmed wild poliovirus infection; in countries where virologic surveillance 
is inadequate, clinical cases have either residual paralysis at 60 days, death, or no follow-up 
investigation at 60 days. Most countries in EUR use the virologic scheme of classification 
of AFP cases, for which some AFP cases with residual paralysis at 60 days, death, or no 
follow-up investigation may be considered as polio-compatible cases. 
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Uzbekistan remain at risk for polio because of confirmed ongoing poliovirus transmis- 
sion in Afghanistan (4 ). Importation of wild poliovirus or continuing low-level indige- 
nous transmission may not be detected because of weak surveillance and/or 
laboratory deficiencies. Interregional and intercountry efforts are ongoing to coordi- 
nate surveillance and supplementary vaccination activities in these key high-risk bor- 
der areas. Supplemental vaccination activities will continue to be organized through 
2000 under Operation MECACAR Plus to interrupt any remaining chains of poliovirus 
transmission. Mopping-up campaigns will be conducted in October and November 
1998 in the high-risk areas that border countries of the Eastern Mediterrean Region 
where polio is endemic or was recently endemic. 

EUR priorities toward polio eradication by 2000 include 1) strengthening AFP sur- 
veillance systems throughout the region (including accreditation of all laboratories), 
particularly in the Caucasus, Turkey, and the Central Asian Republics; 2) ensuring that 
high-quality NIDs or sub-NIDs are conducted through Operation MECACAR Plus in 
selected countries with persistent high risk for wild poliovirus circulation caused by 
low vaccination coverage, weak surveillance, and/or administrative problems; 3) im- 
plementing coordinated supplemental vaccination activities among key border area 
populations; 4) maintaining and strengthening the political commitment of govern- 
ments for polio eradication and certification; 5) consolidating the support of donor 
governments and partner agencies to ensure sufficient financial and human re- 
sources; and 6) progressing in the formal process of certification. 

Polio eradication efforts in EUR have been supported by the governments of coun- 
tries where polio is endemic or was recently endemic, WHO, United Nations Children’s 
Fund (UNICEF), Rotary International, U.S. Agency for International Development, CDC, 
and through contributions from Canada, Denmark, European Union, Finland, France, 
Germany, Greece, Hungary, Italy, Japan, Luxembourg, Monaco, Netherlands, Norway, 
Switzerland, and the United Kingdom. 


References 

1.World Health Assembly. Global eradication of poliomyelitis by the year 2000. Geneva, 
Switzerland: World Health Organization, 1988; resolution no. 41.28. 

2. CDC. Progress toward poliomyelitis eradication—Europe and Central Asian Republics, 1991- 
September 1997. MMWR 1997;46:994~-1000. 

3. CDC. Progress toward poliomyelitis eradication—Turkey, 1994-1997. MMWR 1998;47:116-20. 

4. CDC. Progress toward global eradication of poliomyelitis, 1997. MMWR 1998;47:414-9. 

5. CDC. Status of the global laboratory network for poliomyelitis eradication, 1994-1996. MMWR 
1997;46:692-4. 





Vol. 47 / No. 24 MMWR 509 


FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending June 20, 1998, with historical data — United States 


DISEASE DECREASE INCREASE CAST WEEKS. 
Hepatitis A 1,614 
Hepatitis B 546 
Hepatitis, C/Non-A, Non-B 220 
Legionellosis 48 
Measles, Total 8 
Meningococcal Infections 


Mumps 


Pertussis 


Rubella 





0.125 . 0.5 1 
Ratio (Log Scale)* 
[J Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending June 20, 1998 (24th Week) 





Cum. 1998 |_Cum. 1998 


Anthrax - Plague 
Brucellosis Poliomyelitis, paralytic’ 
Cholera Psittacosis 
Congenital rubella syndrome Rabies, human 
Cryptosporidiosis* Rocky Mountain spotted fever (RMSF) 
Diphtheria Streptococcal disease, invasive Group A 
Encephalitis: California* Streptococcal toxic-shock syndrome* 
eastern equine* - Syphilis, congenital** 
St. Louis* : Tetanus 
western equine* - Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* 4 Yellow fever 
HIV infection, pediatric** 106 

















-no reported cases 
* Not notifiable in all states. 
* Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID). 
5 pases a any | to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, and 
TB Prevention (NCHSTP), last update May 24, 1998. 
1One suspected case of polio with onset in 1998 has been reported to date. 
**Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending June 20, 1998, and June 14, 1997 (24th Week) 


Escherichia 
coll O157:H7 
oe NETSS' PHLIS 

. Cum. Cum. 
Reporting Area a - 1998 

UNITED STATES . . 236,084 225,050 
NEW ENGLAND 8,701 7,943 
Maine y.-) 419 427 
N.H 424 355 
Vt 179 186 
Mass / 3,279 
RA , 948 
Conn. , 2,748 
MID. ATLANTIC J , . 26,631 
Upstate N.Y. . N N 
N.Y. City . ‘ ‘ 13,890 
N.J » y 4,706 
Pa 
E.N. CENTRAL 
Ohio 
ind. 
wt 
Mich 
Wis 


W.N. CENTRAL 
Minn. 
































E.S. CENTRAL 
Ky. 

Tenn 

Ala 

Miss. 


W.S. CENTRAL 
Ark. 


La 
Okla. 
Tex. 


MOUNTAIN 
Mont. 
idaho 

Wyo. 

Colo. 


PACIFIC 
Wash 
Oreg. 
Calif. 
Alaska 
Hawaii 





N: Not notifiable U: Unavailable > NO reported cases C.N.M.l1.: Commonwealth of Northern Mariana Islands 
*Updated monthly to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention, 
last update May 24, 1998. 
jNational Elootronde Lem om ovy System for Surveillance. 
Public Health L System. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 20, 1998, and June 14, 1997 (24th Week) 





Legionellosis 


Lyme 
Disease 


Malaria 


Tish 





Rabies, 
Animal 





Reporting Area 





| 


Cum. 
1997 





Cum. Cum. 


1998 


1997 





Cum. 
1998 


Cum. 
1997 








Cum. 
1998* 
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1997 
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1998 
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U: Unavailable 


- no reported cases 
*Additional information about areas displaying “U” for cumulative 1998 Tuberculosis cases can be found in Notice to Readers, MMWR 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending June 20, 1998, 
and June 14, 1997 (24th Week) 


H. influenzae, Hepatitis (Viral), by type Measies (Rubeola) 
invasive A B Indigenous ported’ Total 
Cum. Cum. Cum. Cum. Cum. Cum Cum. Cum. Cum. 
Reporting Area 1998° 1997 1998 1997 1998 1997 1998 1998 1998 


UNITED STATES 562 10,113 12,822 3,538 4,250 23 13 36 
NEW ENGLAND 300 78 1 1 
Maine 41 

N.H 17 

Vt 7 

Mass 148 

Rl 26 

Conn 61 

MID. ATLANTIC 123 

Upstate N.Y. 137 

N.Y. City 495 

N.J 166 

Pa 325 

E.N. CENTRAL 382 

Ohio 192 

41 

340 

606 

Wis 103 

W.N. CENTRAL 
Minn 
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woeon 


- 


NaS o8w 


W.S. CENTRAL 
Ark 


La 
Okla 
Tex 


MOUNTAIN 
Mont. 
idaho 

Wyo 

Colo. 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg. 
Calif. 
Alaska 
Hawai 


~ ) 
SWO—- ~w@ 


Bn 


Amer. Samoa U 
NLM. - 


C.N.M 5 . 25 


N: Not notifiable U: Unavailable : NO reported cases 


*Of 122 cases among children aged <5 years, serotype was reported for 66 and of those, 30 were type b. 
For imported measies, cases include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending June 20, 1998, 
and June 14, 1997 (24th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 

Cum. Cum Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 1998 1997 1998 1998 1997 1998 1998 1997 1998 1998 1997 
UNITED STATES 1,404 1,896 3 224 1,940 2,445 2 242 58 
NEW ENGLAND 67 115 524 32 
Maine 11 6 
11 y 61 


2 164 
62 
8 




















21 
MID. ATLANTIC 194 
Upstate N.Y. 46 
N.Y. City 5 33 
N.J 7 37 
Pa 78 
E.N. CENTRAL 
Ohio 
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W.N. CENTRAL 
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N: Not notifiable U: Unavailable -: NO reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
June 20, 1998 (24th Week) 


All Causes, By Age (Years) Pad’ All Causes, By Age (Years) 
a “pee > ]4s-s4 25-44 124] «J 











Reporting Area 


zea] v2] 3 


All 
Ages 
S. ATLANTIC 1630 1,023 375 152 
Atlanta, Ga. 560 MO 1% 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga. 

St. Petersburg, Fila. 
Tampa, Fia 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala. 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky. 
Memphis, Tenn. 
Mobile, Ala. 
Montgomery, Ala. 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex. 
Baton Rouge, La 
Corpus Christi, Tex. 
Dallas, Tex 

El Paso, Tex. 

Ft. Worth, Tex 
Houston, Tex. 
Little Rock, Ark 
New Orleans, La. 
San Antonio, Tex. 
Shreveport, La. 
Tulsa, Okla. 


MOUNTAIN V 
Albuquerque, N.M. 
Boise, idaho 

Colo. Springs, Colo. 
Denver, Colo 

Las Vegas, Nev. 
Ogden, Utah 
Phoenix, Ariz. 
Pueblo, Colo. 

Salt Lake City, Utah 
Tucson, Ariz. 


PACIFIC 

Berkeley, Calif. 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif. 
Pasadena, Calif. 
Portland, —~ 3 
Sacramento, Calif. 
San Diego, Calif. 
San Francisco, Calif. 
San Jose, Calif. 
Santa Cruz, Calif. 
Seattle, Wash. 
Spokane, Wash. 
Tacoma, Wash. 87 


TOTAL 11,868" 8,063 2,307 




















NEW ENGLAND 
Boston, Mass. 
Bridgeport, Conn 
Cambndge, Mass. 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass. 
Lynn, Mass 

New Bedford, Mass. 
New Haven, Conn 
Providence, R.1 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass. 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 
Buffalo, N.Y. 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N.Y. 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.§ 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa 
Syracuse, N.Y. 
Trenton, N.J 
Utica, N_Y. 
Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich. 
Evansville, ind 
Fort Wayne, ind. 
Gary, ind. 

Grand Rapids, Mich. 
Indianapolis, ind 
Lansing, Mich. 
Milwaukee, Wis. 
Peoria, iil. 
Rockford, lil. 
South Bend, ind. 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn. 
Kansas City, Kans. 
Kansas City, Mo. 
Lincoln, Nebr. 
Minneapolis, Minn. 
Omaha, Nebr. 

St. Louis, Mo 

St. Paul, Minn. 
Wichita, Kans. 11 
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U: Unavailable -: no reported cases 

*Mortality data in this table are voluntarily reported frorn 122 cities in the United States, most of which have populations of 100,000 or 
—. .' death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 

uded. 

Pneumonia and influenza. 

SBecause of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 

‘Total includes unknown ages. 
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